for leadership to create trusted knowledge (see https://www. leadscanada.net/).
The problem, and there are many, with such a model or framework is that it represents the phenomena as causative, sequential, compartmentalized, and linear when in reality it is only proximally accurate, rather, reality is associative, iterative, permeable, and dynamic with some activities, such as translation, or the interface between elements unaccounted for. Despite these weaknesses, the model can be useful for us to think about the articles that are being featured in this issue.
The authors in this issue have thought critically about how the development and implementation of HIT can be the best it can be. Several have relied on the guidance of the LEADS framework to provide structure and identify behaviours required in today's complex and dynamic healthcare systems.
How can HIT be utilized to establish an equitable distribution of health in society? Buckeridge et al. explore how Artificial Intelligence (AI) might support clinicians, leaders, policy-makers, and public health practitioners to plan, deliver, reform, and make more precise and effective decisions. Still in its very early days and cautioning against the hype, this article provides a grounding to the four subfields of AI: natural language processing, knowledge representation, automated reasoning, and machine learning to provide health leaders with a foundational understanding of AI. It also provides the reader with the strengths of each approach with examples, tools, and frameworks that may stimulate furtherance of the application of AI in public health. The equitable distribution of health in a society is and will be an important goal in the future.
Abidi et al. focuses on the nexus of AI and big data. Healthcare is an information intensive enterprise and the emergence of AI raises new opportunities for promoting the value proposition of health data. Historically, we have used health data to plan, deliver, and evaluate health services. This article shows us how AI holds promise to generate undiscovered healthcare knowledge and to improve health services at the individual, population, and health systems levels. It points out that health reform linked to AI and big data can move us from volume-driven to value-based healthcare, focusing on how resource consumption can be optimized, quality of care improved with better patient satisfaction, and improved health outcomes. The article introduces the five dimensions of big data; variety, veracity, volume, velocity, and value and why they are important to help us frame how to assess the place, utility, and facets of big data. The authors are optimistically cautious that AI and big data are converging to create new innovations in precision medicine, pharmacogenomics, intelligent sensor-driven assisted living, and the prediction of therapeutic outcomes among many others. Health leaders will need to be prepared to take on the opportunities but avoid the pitfalls.
Sensor technologies at remote locations and their linkage to care settings is a reality today. A significant challenge for leaders is identifying how to innovate with the promise of new technologies into the care pathways that have been established over the years. Ho and Lee explore how chronic disease management can be tackled with remote monitoring technologies to improve patient's quality of life, selfmanagement, and help address the sustainability of the health system. They identify the Knowledge to Action framework as a promising approach to accelerate effective Home Health Monitoring (HHM) diffusion. The authors are cautious in pointing out that there is evidence that HHM may not be effective. Should we wait? They recommend a hybrid model of utilizing current evidence to prepare health providers and patients for technology diffusion while tracking in real-time results of the experience and monitoring the evolving evidence before system-wide implementation.
Shachak et al. recognize the challenges associated with the effective uptake of HIT by clinicians. They identify that the requisite use of emergency medical record is often satisfactory, but the value-added portions where benefits realization are often captured are lacking. The article identifies three areas that require remediation, the quality of the data within electronic medical records at the point of data entry, use of advanced features for chronic disease management, and the impact of the record on physicianpatient communication. The authors point out how addressing these issues in the future will require innovation and diversity of educational approaches-something health leaders will need to be prepared for by "engaging others."
Lau is well aware of the challenges and issues facing ehealth leaders. Lau feels that it is essential to cultivate a culture of ehealth evaluation leadership. Since the emergence and uncritical diffusion of ehealth interventions, there has been a marked dissatisfaction with ehealth technologies not delivering on their promises. Lau provides us with a road map for how we might more effectively adopt approaches like the LEADS framework to achieve the common goal to transform the health system and add value through meaningful adoption of eHealth innovations.
Tucker et al. make a case for health leaders working more closely with other healthcare decision-makers to cocreate and improve Health Technology Assessment (HTA) informed policy and practices; they suggest that these will result in a more effective and sustainable healthcare system. Authors identify how the LEADS framework can help stimulate a shared commitment to guide health leaders in partnering with HTA producers and stakeholders in the application of HTA to achieve improved patient care and better management of technologies used in healthcare delivery.
Famure et al. describe how they developed the Comprehensive Living Kidney Donor Database to improve the quality of their program, research, and performance evaluation. Famure identifies the challenges encountered and the strategies leaders may consider to overcome them.
Small et al. address the organizational implications of implementing a new adverse drug event reporting system for care providers and integrating it with provincial health information systems. Authors illustrate how cross-sector collaboration among academia, government, and private industry can be challenging but an effective approach to health system HIT implementation encompassing wide stakeholder engagement.
Szelest and co-authors identify technology enabled harm reduction strategies that are corroborated with key informants. They outline several innovative programs that can be delivered safely and effectively to a person in his or her own home.
Michalowski and co-author describe and critically analyze how a redesign and cultural shift of an organization can happen with new institutional mechanisms, partnerships, and forums where industry, business, and health leaders come together to explore how they can achieve a shared vision with a top-down and bottom-up approach.
We conclude this issue with an ethics column by Ilse, a registered nurse and CHE with 30 years of experience, who encourages health leaders to address bullying behaviour by patients and families. An understudied and underreported phenomena, patient, family, and substitute decision-makers have exhibited coercive behaviour, specifically bullying, that has been directed toward health providers and support workers. Ilse explores the contributing societal and environmental factors, teasing out the ethical dilemma and implications of not addressing this serious issue. Practical advice for managing bullying situations in hospitals is provided.
I would like to express my appreciation to Dr. Craig Kuziemsky, University of Ottawa, for his assistance in identifying authors to take on several of these articles.
